Items measuring attitudes toward the mentally ill can be limited in relevance to a particular period or place. The main objective of the study was to provide evidence toward a questionnaire that was short and psychometrically stable over time and geography, and that could be used within comprehensive mental health surveys of general populations. Four rural samples, Lofoten 1983 ( = 470), 1990 ( = 947), 2000 ( = 864), and Valdres 2010 ( = 772), and two urban samples, Oslo 1990 ( = 948) and 2000 ( = 467), were used to test this. The questionnaire was self-administered with fixed questions and response alternatives. Using the three Lofoten and the two Oslo samples, the stability of the factor analytic structure of 19 attitude items was established. In all analyses, there was a clear leveling off after three factors. The 13 highest loading items on these three factors were used in a new rural region, Valdres, in 2010. The three established factors/dimensions, named Distance, Demands, and Positive, seemed to be reasonably stable within a variety of Norwegian samples. On the other hand, the analyses were different enough to recommend researchers and politicians to be careful when comparing absolute levels of the suggested indexes across different locations and at different points in time.
Introduction
Attitudes towards people who are mentally ill are part of the context that influences the quality of life of those already sick, people with mental problems in the general population that are portraying help-seeking behavior, but not yet in treatment, and the willingness to use resources on psychiatric services. Historically, the interest in and measurement of attitudes toward the mentally ill was linked to the rise of social psychiatry as a frame of reference [1] . The first major studies in the early 1950s were done in an atmosphere of a medical psychiatric model, and the aim was to have people look upon mental illness as any other disease (somatic diseases having a higher prestige). Publications in the 1970s and 80s also focused on labeling theories [2, 3] . A seminal study, both regarding methods and practical development of community psychiatry, was the neighborhood focus of Taylor and Dear [4] . The present studies could likewise be seen as a component in the development of a community approach to psychiatry, for example, treating patients closer to their home milieu.
Before establishing a community mental health centre in the Lofoten Islands (one of the rural sites in this paper) in 1983, a mental health survey was carried out on a representative sample of the local general population. This study has been used as feedback for clinical and preventive work and as basis for following the Lofoten population over time in a community psychiatric context [5] [6] [7] [8] [9] [10] [11] [12] . Further surveys were done in 1990 and 2000. In addition to Lofoten, the surveys also included an urban site, a borough in Oslo, the capital of Norway. The 1990 and 2000 studies in Oslo and Lofoten were joined together by the ability to identify respondents that participated at both points in time, that is, making possible studies of change linked at the individual level [13] [14] [15] [16] [17] .
There were two reasons for the inclusion of measurements of people's attitudes toward the mentally ill in the Lofoten 1983 population, that is, (1) to detect characteristics of groups 2 Psychiatry Journal with high and low tolerance for the mentally ill as basis for community education and (2) to have a basis for monitoring possible changes in attitudes during the development of the new community approach to mental health services. These population-directed motives had much in common with the public attitudinal approach that Madianos et al. [18] had in their Athens study from about the same period. In Lofoten, especially during the late 80s and in the 90s [5, 19] , a multitude of undertakings at the community level, related to enhance more tolerant attitudes towards people with mental health problems, were implemented. On the other hand, the main influential factors over time for the study in Oslo and the Valdres region were the general change in psychiatric services and highlighting psychiatry and psychiatric patients in the media.
Aims
The main objective of the study was to develop instruments about attitudes toward the mentally ill that are short and psychometrically stable over time and geography and that could be used in comprehensive mental health surveys of general populations. The aim was to find items/indexes that could validly be compared over time and between sites; that is, the same items should load high on the same factors across studies. Theoretically, some items may be limited in their relevance to a particular period and/or place of study. In this paper, we used four rural samples, (1) To analyze the stability of the factor analytic structure of 19 attitude items over time at a rural and an urban site, the three Lofoten, and the two Oslo samples were utilized.
(2) When/if such stability across place and time is established, select items to be used in future surveys.
(3) Compare the factor structure using only the chosen items in the three Lofoten, the two Oslo, and a new sample from a different Norwegian region (10 years after the last Lofoten-Oslo surveys). 
Material and Methods

Study Sites.
The first five surveys cover one rural and one urban site [9, 15, 20] . Lofoten, the rural site, is an area dominated by fishing, fishing industry, and agriculture. Before establishing the psychiatric outpatient clinic at the rural site, Lofoten, people usually had to travel 6-12 hours by car and boat for psychiatric consultation or inpatient treatment, but already before the first study period (1983), this could be shortened by the use of airplane. Historically, before 1983, for most people in Lofoten, psychiatry meant being hospitalized for a severe psychiatric condition, often for a long period of time, far away from the region. Hence, the 1983  1990  2000  2010  Lofoten  470  947  864  Oslo  948  467  Valdres  772 introduction of a community mental center was welcomed as a resource for treatment and consultation on a higher professional level, also for psychiatric problems that had previously received little attention or had been treated at a lower professional level. The urban site, Søndre-Nordstrand in Oslo (borough in the capital of Norway), was chosen because it represented inhabitants in a large city. Oslo had already for many years, even before 1990, had outpatient services for psychiatric patients. The district of Oslo where the study took place had already had a regional mental health centre for some years before the first survey. Between 1990 and 2000, the regional center started to provide lowthreshold in-patient services for psychiatric patients. The sixth site, Valdres [21] , is a rural mountainous region in South Norway. In 2010, it had a local outpatient clinic and active psychiatric service, also at the municipal level. Table 1 ). The first five samples were representative population samples (populations 18 years or older). The respondents were interviewed by a structured questionnaire in their own homes. The first part of the interview in the first five samples was a self-administered questionnaire with fixed questions and response alternatives. The interviewers administered the questionnaire but did not verbally ask these questions. The attitude items were within this first section. The order of topics in this section was the same for all five samples. In the sixth sample, Valdres 2010, the respondents also were required to fill in a self-administered questionnaire with fixed questions and response alternatives.
Samples (See
In the Lofoten 1983 sample [20] , 470 people, 18 years or older in the four Lofoten municipalities that constituted the catchment area for the Lofoten community psychiatric center (Vågan, Vestvågøy, Flakstad, and Moskenes), were interviewed. They were randomly picked from the census of the four municipalities by the Norwegian Bureau of Statistics. This represents 80% of those who were eligible for inquiry from the original drawn sample.
The 1990 and 2000 Lofoten and Oslo samples were also drawn randomly by the Norwegian Bureau of Statistics from the actual populations, 18 years and older. Hence, in 1990, a random sample of 2727 individuals was drawn [22] . Of these, 713 refused to participate, leaving 2014 participants, 1009 in Oslo and 1005 in Lofoten. Thus, the response rate was 74%. The respondents from 1990 were also approached in 2000. In 2000, an additional new random sample (500 people from Lofoten and 500 from Oslo) was drawn. The response rate of the combined Oslo-Lofoten 2000 was 52% of the eligible sample. Respondents that had moved from the study regions in Lofoten and Oslo were excluded from the analyses, leaving a sample of 483 in Oslo and 890 in Lofoten. In Valdres 2010 [21] , a two-step sampling procedure was carried out. In the first step, each of the six municipalities in the Valdres region (Sør-Aurdal, Nord-Aurdal, Vestre Slidre, Øystre Slidre, Vang, and Etnedal) chose two local communities; that is, in all, 12 local communities were selected. The survey was to constitute a basis for later mental health promotion efforts. In the 12 local communities, 2325 questionnaires were distributed to people 18 years or older. The questionnaires were delivered to all households where people were physically present in the period and collected about one week later; hence, the available universe was closer to a total, rather than a randomly drawn sample. In all, 925 questionnaires were collected, that is, a response rate of 40%.
The sizes of the six samples with complete data sets for factor analyses of the attitude items were as follows.
Questionnaire Attitudes towards the Mentally Ill.
A mental health survey was carried out before the start of a community mental health center in Lofoten in 1983. The questionnaire included items pertaining to the general population's attitudes toward the mentally ill [23, 24] . The point of departure for this part of the questionnaire was a study by Taylor and Dear [4] . The study was seen as particularly relevant because of its practical aim towards establishing mental health facilities in residential areas. Sixteen of the 37 items in the Lofoten 1983 attitude scale were taken from Taylor and Dear's questionnaire (CAMI), selecting those items that had the highest loadings on the four factors obtained in the analyses of the Canadian data. These items were intended to cover authoritarianism, benevolence, social restrictiveness, and community mental health ideology. The additional 21 items were designed particularly for the Lofoten 1983 study. All 37 items employed a five-point agree-disagree scale. Some of the additional items could be grouped under the same four headings as in the Taylor and Dear study. In addition, items were included that covered demands for behavior and skills that patients should meet before they were allowed to settle down outside a psychiatric hospital, as well as popular stereotypes of patients being dangerous and not to be trusted. Demands for skills and behavior if psychiatric patients should live in ordinary neighborhoods were important issues in the professional debate of this period.
Taylor and Dear claimed to have four factors. However, looking closely at the factor analyses in the Canadian study, it rather indicated a three-factor solution. The analyses of the 16 Taylor and Dear items in the Lofoten 1983 sample also yielded at most three factors, with even some evidence in favor of only two meaningful factors. The analyses of the Lofoten 1983 sample took into account the problems with acquiescence in the questionnaire [23] . Hence, when the 37 attitudes items in the questionnaire were analyzed, it showed two factors resembling the results from Taylor and Dear and an additional third factor pertaining to demands toward mentally ill people, that is, some of the new added items particular for Lofoten 1983.
The questionnaires in 1990 and 2000 (Lofoten and Oslo) had 19 items (see Appendix A), and all of them were among the 37 used in the 1983 survey. The items for the later Lofoten and Oslo surveys were selected by factor analyses (i.e., principal components procedures) of the Lofoten 1983 sample. The items loading highest on three rotated (oblique oblimin) factors and on the first 
Analyses
The first sets of analyses explored the factor structures of the 19 common attitude items of the first five samples (Lofoten and Oslo). Analyses of factorial invariance often employ confirmatory factor analysis, testing whether an a priori defined structure can be replicated in different populations (e.g., see Cheung and Rensvold [25] ). At this point, it was a choice between multi sample analyses and a series of separate analyses of each sample. The study did not have definite models, and the confirmatory approach was believed to be somewhat premature with regard to measures of attitudes toward psychiatric patients. Hence, the study relied mainly on exploratory factor analyses, but partly in combination with confirmatory analyses (see later). Five sets of exploratory factor analyses were carried out, that is, Lofoten 1983, Lofoten 1990, Lofoten 2000, Oslo 1990, and Oslo 2000. The extraction method was maximum likelihood. Decision about number of factors relied mainly on comparing scree plots. Oblimin rotation was employed. The oblique solution was chosen because, theoretically, all the attitudinal dimensions were expected to reflect some general positive or negative attitude toward people who are mentally ill. The stability of the factor structure was assessed by using a combination of exploratory and confirmatory factors analyses. First, for each of the five samples (e.g., Lofoten 1983), an exploratory factor analysis on the pooled data from the four other samples was carried out. Then, it was tested whether the factor structure in each sample deviated significantly from that defined by the analysis of the four other samples, using confirmatory factor analysis procedures. In addition to the chi-square test, two of the most commonly used descriptive fit measures are presented, that is, the comparative fit index (CFI) and the root mean square error of approximation (RMSEA) [26] . Since a five-category response scale was used, the data were most appropriately regarded as ordinal. The variable values were therefore transformed to normal scores, and factor analyses were carried out on these scores. The PRELIS data program was used [27] . The exploratory factor analyses were carried out using the SPSS program and confirmatory analyses with the LISREL program. The 13 highest loading/stable items of the three factors revealed in the factor analyses of the five surveys from Lofoten and Oslo were used in the Valdres 2010 survey. Still being in an exploratory phase, all six samples were separately factor analyzed (using the 13 chosen items). These analyses were done in STATA, version 12. The extraction method was principal factors, and a retained three-factor oblimin rotation was performed. Figure 1 shows a scree plot for the five analyses. In all analyses, there is a quite clear leveling off after three factors. A three-factor solution was therefore considered as adequate in all the samples. Tables 2(a) and 2(b) show the factor scores for the first unrotated factor. It is not surprising that the Lofoten 1983 sample has most items loading high on this factor. When we chose items for the following surveys, one of the criteria was to have all the items that loaded highest on the first unrotated factor. The items that had the lowest loadings on the first unrotated factor in most/all of the samples are items using resources for mental health services and psychiatric patients. Seeing all five samples together, items with demand for every day coping and nondisturbing behavior seem to be the core of a main common dimension in the attitudes towards the mentally ill in these Norwegian surveys, stable over time and location; but also items indicating a wish for distance to psychiatric patients are fairly stable in the sense that they have high loadings on the first unrotated factor. Even if the rankings differ, the five highest loading items (A12, A19, A7, A2, and A4) are the same in Lofoten 1983, Lofoten 1990, Lofoten 2000, and Oslo 1990 samples.
Results
Aims 1 and 2: Factor
The Oslo 2000 sample is to some degree different. Among the five items with highest loading on the first unrotated factor, three (A7, A12, and A19) are the same as for the other samples, and also the other two (A18 and A3) have loadings above 0.5 in the other four samples. Vice versa, the "missing" two (A2 and A4) from the other four samples also have high loadings in Oslo 2000. The additional two items with high loading on the first un-rotated factor in Oslo 2000 (A9 and A13) are related to location of psychiatric facilities in the neighborhood and a general tolerant attitude. But altogether the first unrotated factor in the Oslo 2000 sample is more similar than different compared to the four other samples.
Tables 3(a) and 3(b) show the oblique rotated factors from the five populations. In the tables, the items that load highest and at the same time do not load highly on another factor are marked in bold.
Factor 1 has items related to keeping distance to psychiatric patients. Six items (A11, A14 A15, A16, A17, and A18) are among the marked in all five analyses. The factor is named distance. Four of the six items are originally from Taylor and Dear. Factor 2 has items that express a positive attitude, tolerance, and use of resources with regard to psychiatric patients. Three items (A8, A9, and A13) are among the marked in all five analyses. The factor is named positive. All three are from Taylor and Dear.
Factor 3 has items that mainly reflect demands that should be fulfilled by the patients before they could leave a psychiatric hospital and live in ordinary neighborhoods. Four items (A1, A2, A4, and A7) are among the marked in all five analyses. The factor is named demands. Only one item, A2, is from Taylor and Dear. Table 4 shows the degree of fit between each specific sample and the factor structure obtained from analysis of pooled data from the remaining four samples. The chi-square values imply that the hypothesis of identical factor structures is clearly rejected in all cases. The goodness of fit measures, nevertheless, suggest that the deviations are not dramatic. Although no clear statistical criteria exist, values of CFI of above 0.90 and below 0.05 to 0.10 on the RMSEA are generally considered as acceptable (cf. Kline [26] ). The two items, A14 and A18, which alternate between Distance and Positive, are both related to location of psychiatric patients, that is, in hospitals or in ordinary neighborhoods. The Norwegian Institute of Public Health (NIPH) has picked nine items (to cover the three rotated dimensions) to be used in monitoring attitudes toward the mentally ill. Their items are A11, A15, and A17 (PH.Distance); A8, A9, and A13 (PH.Positive); A2, A4, and A7 (PH.Demand), all among the stable items from the present factor analyses. Table 6 (g) in Appendix B shows Cronbach's alpha for indexes using the items picked by NIPH. Cronbach's alpha level is questionable for PH.Distance, acceptable for PH.Demand, and questionable for PH.Positive.
Aim 3: Factor Structure of the 13 Common Attitude Items
Aim 4: Tests of Scale Reliabilities (Cronbach's Alpha
Discussion
In the first part of the present study (Lofoten 1983 (Lofoten , 1990 , and 2000 and Oslo 1990 and 2000), we found three (oblimin) rotated factors that had an acceptable stability across time and Psychiatry Journal 7 place (urban-rural). In all five samples, 13 of the 19 items could consistently be associated with the same factor. In the analyses of the 16 CAMI items in Lofoten 1983, a three-factor solution, or rather a two-factor solution, did fit the data set. With regard to the Taylor and Dear dimension, one factor covered authoritarianism and social restrictiveness, whereas benevolence and mental health ideology loaded on the second, especially if corrected for acquiescence effects [23] . In the factor analyses of the 13 items, using all six samples, the CAMI items did concentrate on two factors, that is, Distance and Positive, each with three original CAMI items. The third dimension, Demands, had only one CAMI item and mostly reflected the additional dimension we theoretically added in 1983, with items about the demands people made on psychiatric patients if they should be allowed to stay out of mental hospitals.
The fact that the CAMI items in essence yielded two main dimensions was in accordance with the roots of the Taylor and Dear questionnaire. Their point of departure was the Opinions of Mental Illness Questionnaire (OMI) [28, 29] , which identified two distinct prejudicial attitudes toward mental illness, corresponding with authoritarianism and benevolence, dimensions that accounted for the greatest variance. This was also the case in a study by Brockington et al. [30] . In a path-analytic study, Corrigan et al. [31] found significant paths between these two factors and social distance (to mentally ill people). Angermeyer et al. [32, 33] , using all 40 CAMI items, found four factors, fairly like the ones described by Taylor and Dear. A study from Israel [34] also found four factors, resembling the OMI structure of studies from USA [28] , but no distinct social benevolence factor emerged in Israel. This was explained by Israel having no community psychiatry and deinstitutionalization policy at the time of the study. Also, Greek studies [18, 35] have used the OMI items. Compared to the original factor scores of Cohen and Struening, the Greek studies found different items that loaded on some of their five factors, but the patterns were not far removed from each other. In a British study by Wolf et al. [36, 37] , done in connection with location of mental health facilities, the CAMI items were factor analyzed and yielded three factors only broadly similar to the factors from Taylor and Dear. However, Wolf et al. 's fear and exclusion, social control, and goodwill had some resemblance to Taylor and Dear's community mental health ideology, authoritarianism, and benevolence, but to a lesser extent social restrictiveness as well as also some likeness with Brockington et al. 's factors. Also, a recent American study among students mostly repeated the factor structures found earlier [38] .
Papadopoulos et al. [39] did not factor analyze the CAMI items themselves, but in their study of UK-born Greek Cypriots and White English ethnicity population, they found strong reliability on each attitudinal scale by alpha-coefficient reliability test (authoritarianism = 0.64, benevolence = 0.73, social restrictiveness = 0.78). A Japanese study [40] used different items but found one factor, fear of the mentally ill, resembling one of the factors of Brockington. A recent Swedish study [41] added behavioral items like the present study and revealed a related pattern, that is, four factors, intention to interact, fearful and avoidant, open-minded and prointegration, and community mental health ideology. Together, the referred studies, as well as the present study, have given strong indications of common attitude factors across different cultures.
One reason for instability regarding attitude factors across different studies could be related to change in the conceptualization of psychiatric patients, the definition of being mentally ill. Phelan et al. [42] compared surveys from 1950 and 1996 and found that conceptions of mental illness had broadened somewhat over this time period to include a greater proportion of nonpsychotic disorders. On the other hand, perceptions that mentally ill people were violent or frightening substantially increased rather than decreased.
In the present studies, we have used an introduction that should include the same types of psychiatric patients across time. The one difference we found in Oslo 2000 could rather be explained by a marked increase in patients and institutions allocated to residential areas, more than that in Lofoten. Principally, the factor analyses in the Valdres sample, a new location surveyed 10 years later than the last Lofoten/Oslo survey, show a fairly similar pattern as the one found in the earlier analyses. The main dissimilarity is found in the Distance dimension which shared loadings with the Positive dimensions. A two-factor pattern may have been an alternative. The reason for the fairly small instability we found when we compared the 13 items in the six samples (Tables 5(a) , 5(b), and 5(c)) may be that the restructuring of the Norwegian psychiatric service was finished, with less discussion about where psychiatric facilities and treatment of psychiatric patients should take place. One reason for the stability of factors may be the stability of stereotypes about mental illness, despite changes in treatment and social function of psychiatric patients [43] . Later studies have in addition to the dimensions revealed in the present studies had more explicit focus on stigmatizing attitudes towards the mentally ill [38, 44, 45] .
Conclusion
Based on factor analyses of five Norwegian general population samples (Oslo, urban 1990 and 2000 , and Lofoten, rural 1983 , 1990 , and 2000), newer research may choose to include the items that were stable in factor analyses and covered three central dimensions of attitudes towards the mentally ill. This was strengthened by analyses of a later sample (Valdres, rural 2010) that showed a similar pattern. Hence, the found dimensions, Distance, Demands, and Positive, seemed to be reasonably stable within a variety of Norwegian samples. On the other hand, the analyses were different enough to recommend researchers and politicians to be careful when comparing absolute levels of the suggested indexes across different locations and at different points in time. Words we have used may have changed contents and connotations. The relevance and meaning of a particular question could have been affected by structural changes of the psychiatric treatment system and not necessarily indicating changes in attitudes towards the mentally ill. However, the present Psychiatry Journal 9 studies contribute to the development of such comparable indexes. Even if all the populations that were covered were Norwegian, they included very different urban and rural areas and across a fairly long period of time. The self-completing questionnaire has the following introduction. People have different experience with longterm psychiatric patients. We are therefore interested to hear your opinion about different aspects concerning such patients. Next, there are a set of statements we want you to take an attitude towards. With a psychiatric patient, we understand a person who has been treated for mental illness, and has been hospitalized in a psychiatric hospital (in Valdres, this is phrased 24 hour institution).
Appendices
(1) Psychiatric patients must be able to cook and keep their clothes and house in good order, before they can leave the hospital. (V) A1 COOK BEFORE LEAVE. 
B. Cronbach's Alpha on Attitude Dimensions
See Tables 6(a), 6(b), 6(c), 6(d), 6(e), 6(f), and 6(g).
